
 

 

Welcome to the office of Dr. A.I. Vasco D.D.S.   Family Dentistry 
  Patient Information (Confidential and HIPPA compliant) 
 
______________________________________________________________________________________ 
First Name MI  Last Name  Birth date Social security # 
 
______________________________________________________________________________________ 
 Address  City  State  Zip Phone #          Cell  ph# 
 
Please circle one: Single Married Divorced Widowed Separated    _________________________________ 
         Drivers License # 
_____________________________________________________________________________________ 
Employer or School (If Full Time Student) City State  Zip Phone # 
 
______________________________________________________________________________________ 
Referred By  Emergency Contact Phone#  Email 
 
Responsible Party (if different then patient) 
 
________________________________________________________________________ 
First Name MI Last Name Relationship Birth date              Social Sec.# 
 
______________________________________________________________________________________ 
Address   City  State Zip Phone #           Work PH # 
 
Primary Insurance Information 
 
________________________________________________________________________ 
Name of Insured     Relationship to Patient    Birth date Social Sec.#          Employer’s  name 
 
______________________________________________________________________________________ 
Insurance Name and Address                          Group or Policy #                              Insurance Ph# 
 
Secondary Insurance Information 
 
________________________________________________________________________ 
Name of Insured  Employer Birth date Social Sec. #               Group # 
 Patient Acknowledgement of Receipt of Notice of Privacy Practices 
                                   You have the right to refuse to sign this Acknowledgement 
 
I, _______________________, have received a notice of this office’s Notice of Privacy Practices  as  
 
required by federal law.    
 
Signature ___________________________Patient/Parent/Guardian      __________Date                
 
For office use only 
On the date above we made a “good faith effort” to obtain written acknowledgement of 
receipt of our Notice of Privacy Practices.  We were unable to obtain acknowledgement 
for the following reason:  ___ Patient refused to sign     ___ other___________________ 
 
 _______________________ (Signature of employee)                                                                                                                                                                                                             



 

 

Patient Medical History (may we discuss your Medical History with your physician) Yes   No 
 
Physician____________________Office Phone#_________Date of Last Visit_________ 
              Yes    No                                                    Yes    No                   
1.Are you Allergic to or have  had       
 any reactions to the following?          
    Local Anesthetics ( Novocain)       ___    ___          3.  Are you under medical treatment?        ___    ___    
   Penicillin    ___    ___          4.  Any surgeries within the last three                                                   
    Sulfa Drugs                                    ___    ___         months?              ___    ___  
    Aspirin    ___    ___          5   If you are taking any current medications  
    Any Metals (Nickel, Mercury)      ___    ___          please list__________________________________           
    Latex Gloves                                 ___    ___               
    Other_______________________________      ____________________________________________ 
2.Women only:             ____________________________________________ 
     a) Are you pregnant or think that           ____________________________________________ 
     you may be pregnant?                    ___    ___       6.  Do you use tobacco?             ___    ___ 
     b) Are you nursing?                       ___    ___       7.  Have you ever taken Pen-Fen?              ___    ___ 
     c) Are you taking any oral                                   
     Contraceptives?      ___    ___ 
    
8. Do you or have you had any of the following? 
   Yes     No   Yes     No                              Yes   No    
High Blood Pressure?        ___     ___   Heart Disease? ___     ___   Chest Pain?  ___  ___ 
Heart Attack?  ___     ___   Cardiac Pacemaker? ___     ___   Stroke?    ___  ___ 
Rheumatic Fever? ___     ___   Heart Murmur?  ___     ___   Tuberculosis?  ___  ___ 
Fainting/Seizures? ___     ___   Anemia?  ___     ___   Radiation Therapy? ___  ___ 
Asthma?   ___     ___   Emphysema?  ___     ___   Glaucoma?  ___  ___ 
Low Blood Pressure? ___     ___   Cancer?     ___     ___   Liver Disease?    ___  ___ 
Epilepsy/Convulsions? ___     ___   Arthritis?  ___     ___   Respiratory Problems? ___  ___ 
Leukemia?  ___     ___   Joint Replacement         Mitral Valve Prolapse?___  ___ 
Diabetes?  ___     ___   or Implant?  ___     ___   Bleeding Disorder? ___  ___ 
Kidney Disease?  ___     ___   Hepatitis/ Jaundice? ___     ___   Stomach Troubles? ___  ___ 
AIDS or HIV infection?    ___     ___   Sexually Transmitted        Other_____________________ 

      Disease?              ___     ___             _____________________ 
Patient Dental History 
Name of previous Dentist and Location_______________________Date of last examination____________ 
        Yes       No 
1.  Do you feel pain in any of your teeth?    ___       ___ 
     If yes, Area?_______________________________________ 
2.  Have you had any head or neck injuries?    ___       ___ 
3.  Do you have frequent headaches?     ___       ___ 
4.  Do you have any jaw problems?     ___       ___ 
5.  Would you like your smile improved?    ___       ___ 
 
Authorization and Release 
The above questions have been accurately answered and I understand that providing incorrect information 
can be dangerous to my health. I authorize Dr. Vasco to perform a diagnostic and necessary exam, x-rays, 
photographs and /or models. With my consent, I authorize Dr. Vasco to perform necessary dental 
procedures with or without anesthetic, pre-medication and/or sedation, which his judgment may indicate 
during treatment. 
 
X____________________________________________________________________________________ 
Patient signature (or parent if minor)                                                                             Date 
 
Doctors comments____________________________Signature______________________Date_________ 
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